including the level of deprivation; and (c) household or living arrangements. Design-A common file of 1991 population census and 1994 NHS community trust operational variables was constructed for 67 postcode sectors, with the independent variables describing the age-sex groups to be studied. Clear criteria for the exclusion of "empty" sectors were developed. Relationships using bivariate and multivariate correlation and stepwise multiple regression were explored. Setting-Eastern Health and Social Services Board area, Northern Ireland (Belfast and hinterland). Participants-Population of statutory pensionable age; in aggregate, younger and older age bands. Main results-The age structure or mean age of the elderly population had only a weak association with the community health and social service client rate, but there were strong associations with socioeconomic variables, particularly the percentage of those living alone who were without a car and the percentage of pensioner households that included an adult of below pensionable age. Parsimonious multiple regression models accounted for between 46% and 80% of the variation in the NHS community trust client rate. Greater explanations were achieved for the young elderly population than for those aged 75+ years and, when the population was divided between young and old age bands, for men than for women. In December 1994, the CHSSTs recorded 29 704 elderly programme clients, of whom nearly 4 in 10 were aged at least 80 years. More than 50% of the population aged 75+ years were enrolled as clients (table 1) . There was a positive relationship between age and the percentage enrolled for both men and women. In addition, 16 437 people were recorded separately as receiving community health services. The principal services delivered in relation to the number of clients were as follows: social work (10 599), occupational therapy (7830), home helps (4685), district nursing and chiropody. Substantial numbers received daily living equipment, help with adaptations to property, community dentistry, community psychiatric services, health visitors, and physiotherapy. There were intricate variations in the patterns of provision among the four trusts. Broadly, the two Belfast trusts had higher rates of provision than the two country trusts, particularly for those under 75 years of age.3
Conclusions
There were clear differences in services provided by the two country trusts with occupational therapy usage, for example, being high in North Down & Ards and low in Down & Lisburn. Some of these differences may be reporting rather than activity differences. Aims, hypotheses, and method The purpose of the reported analysis was to model the local variation in the community health and social service elderly programme client rate, using variables from the population census to represent the age structure, socioeconomic composition, and household composition. In contrast to many similar studies, the age references of the independent variables wherever possible replicated the age band of the client rate. We searched tenaciously for characteristics that described the age and sex groups of the precise population whose service needs and utilisation were being considered. Other variables in this group produced relatively strong correlations. The variable representing the share living in households of two or more pensioners was intricate to calculate. While it is possible to produce the required age specific variables, no differentiation in relation to sex is offered in the census tabulations. There are subtle changes in the denominator among the three variables (table 4, footnotes 2-4). Moderate negative correlations with the relative client rate in the range -0.40 to -0.71 were produced, the associations again being highest for the young age band. The percentage living with non-pensioners generated correlations in the range r = -0.34 to -0.53. If this relationship is seen as an awkward representation of the tendency for social care services to be delivered to older people who live alone and not to others, further reflection suggests that it is more discriminating and does not entirely replicate the variation associated with lone households. The tendency is for services not to be delivered to older people who live with nonpensionable adults, and for them to be delivered to older people when they are living alone, in couples or (as rarely) larger pensioner households.
The most inconsistent correlations with the relative client rate in this group were those of the percentage of the age-sex group who were single, widowed, or divorced (or, the complement, married). In the younger age range, more than one-third of the variation was "explained": in the older age range, virtually none. The relationship is that the higher the married percentage, the lower the client rate. In the current cohort of young elderly people, the principal control on the married rate is the bereavement of spouses. A high population prevalence of early bereavements indicates relatively high or "premature" mortality. This is likely to be associated with relatively high morbidity and dependency. What is at first surprising is that the relationship virtually disappears among people aged 75+ years, but a high proportion of women in this age group were widowed and the variation among the 67 districts was exceptionally low (table 4) .
Pooled stepwise regression models To identify which combination of variables from the three constructs best predicted the client rate in each postcode sector, all independent variables were entered in multiple regression analysis. The fitting procedure was ordinary least squares linear multiple regression using the SPSS for Windows software.'2 The reported analyses employed the "backward elimination" procedure. This starts with the full equation of all variables and first excludes the "weakest". After re-calibrating the reduced equation, it then iteratively excludes second, third, and further variables that contribute insignificant amounts to the variation. The procedure stops when the least "powerful" of the remaining variables does associate with a significant proportion of the variance. The criterion for excluding a variable was that the t value of the regression coefficient was significantly different from zero at a probability of 0.05. Models for the different age ranges and for each sex are presented.
Interesting equations of moderate explanatory power were produced. The explained variance (R2) was in no case less than 0.46 but highest for the younger age range (table 5) . One independent variable was always the strongest influence, as judged by the t values of the regression coefficients. It was the percentage of those living-alone who were without a car, which positively associated with the client rate. One interpretation is that this variable best summarises the associations among a local population's socioeconomic status (or material advantage or deprivation), morbidity, and dependency and its receipt of community health services. The variable deserves widespread critical attention and is clearly a candidate for inclusion in deprivation and social status indexes for older people.
One other variable appeared in all six models and was always the second most influential. It was the percentage of pensioner headed households which included at least one nonpensioner. This was negatively associated with the client rate. As suggested earlier, a negative association with "households including a nonpensioner" implies a positive relationship of the client rate with all other living arrangements, including both married couple and single pensioner households. The relationship reminds us, and partly demonstrates, that there are complex associations between an older person's age and their marital status, living arrangements, dependency, and need for services. It is not widely appreciated, for example, In the male models, when limiting illness was entered with all the previously considered independent variables, it was not selected and the regression equations were unchanged. The association with the limiting illness variable seems to be represented by the socioeconomic status and living arrangement variables. In the three female regression analyses, however, limiting long term illness was included, although in two with no gain in the overall explanation (table 7) . Its strongest presence was in the model for the young age range: this is consistent with the pattern of bivariate correlations. The change from the earlier model (table  5) is readily seen, with the illness variable substituting for the "no car" measure, while the explanation contributed by the living arrangement measures increased. Similarly, in the model for females aged 75+ years, the illness variable entered, displaced the age structure variable, and weakened the contribution of the socioeconomic measures, while the contribution of the living arrangement measure strengthened (table 5) . Finally, in the model for all women of pensionable age, the effect of the illness variable on the regression was substantial and disruptive. This model is an inelegant function of eight significant independent variables. Slight alterations to the exclusion criteria or to the tolerance of covariation alter the composition of this unstable equation.
This examination of the "added" contribution of the limiting long term illness variable suggests that for each age-sex group its variation replicates that of the socioeconomic status variables (most clearly the car ownership measure). In men, the illness measure was consistently secondary to the socioeconomic status indicators and in no case was it included in the regression equations. In women, however, the illness measure was included at the expense of the socioeconomic status measures, while the explanation contributed by the living arrangement variables (specifically, the percentage of older people who lived with non-pensioners) was retained and was robust. The proportion is a little more for the young age group, a little less for the older. Socioeconomic status and living arrangement variables were the most influential, but the associations with age structure were weak. One social class variable, the percentage living alone who are without a car (which is probably associated inversely with income and socioeconomic status), was a particularly strong predictor of being a CHSST client. We conclude that services are being targeted towards the lower income groups. The variable which played the second strongest role was the share of the agesex group who lived with one or more non-pensioners. Other things being equal, people in these households had a reduced likelihood of receiving CHSST services. This relation was strongest for the entire age range of elderly people, was much weaker for the young and old age bands of men, but remained strong in women aged 75+ years.
Discussion
The most surprising finding of these analyses was the lack of association between the age structure (or mean age) of an older population and the delivery of elderly programme services. This seems to be inconsistent with epidemiological findings for specific disorders of a positive, exponential relationship between age and incidence or prevalence, as with the dementing illnesses, osteoporosis, and hip fractures. We may be too ready to generalise these "tidy" age relationships to other or to all disorders in late life, particularly given the flatter relationships between age (after say 55 years) and cardiovascular and cerebrovascular disorders. But the main reason why the age structure in local elderly populations is a poor indicator of domiciliary health service need and provision is differential survival. The social groups and local populations of older people with high mortality and morbidity have, by that very fact, a relatively young age structure, while more advantaged groups with low mortality and morbidity risks achieve the highest mean ages. The counter-intuitive result is that when comparing older populations in different areas, it is sometimes the case that the youngest have the highest per capita morbidity and service need.
The cooperation of the four community health and social service trusts has been vital for enabling access to operational data through the SOSCARE database. 
